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This is done to focus on reduction of bullying, and to reduce psychopharmacologic importance 


FLAWS DETECTED IN CONVENTIONAL SCIENTIFIC MODEL OF SCHIZOPHRENIA 


This is a brief essay about some ‘flaws’ | assert exist in the rigour of conventional psychological and psychiatric science, in 
particular, the erudition and treatment of the positive symptoms of schizophrenia. | will argue that the various popular 
hypotheses that explain Auditory Verbal Hallucinations (AVH’s) are not supported by proper science. 


Once | have identified the flaws in convention accounts of causality, | will describe an alternative conceptual framework that will 
be very controversial, but is in fact correct in detail. This new framework is also imperfect, but it may alter current treatments. | 
publish this essay knowing it is highly unlikely to be cited or well supported. However I can utilise it to deliver life-saving results 
for the individuals who live with the experience of hearing voices. 


A driving motivation for publishing this paradigm is to contest the veracity of many of the hypothesised etiological explanations 
for AVH afflictions, especially “misattribution” and “sub-vocalisation”. The latter two hypotheses are insulting to me as a person 
who experiences AVH’s. They need to be challenged so they can be de-emphasised or just plain discredited and abandoned. 


The following diagram shows the scientific method. It demonstrates the proven approach to conducting science, utilising 
experimentation and evidence based thinking. 


There are quite a few popular hypotheses that have achieved popular support and provide reliable insight into aetiology and 
causality of afflictions that feature AVH’s as a key symptom. These hypotheses are founded on knowledge directly resulting from 
high quality research efforts. Now, we also have valid insights into schizophrenic experiences across modalities thanks to new 
and improved imaging and neuroscientific investigative techniques. 


The scientific model has been used to produce new hypotheses that include neuroscientific explanations of abnormalities in 
brain morphology, over-activation and dysregulation of neurotransmitter and other neurobiological processes, appraisal errors, 
cognitive biases inter-relating with faulty bottom-up and top-down processes, neurophysiological intrusive cognitions and 
dopamine imbalances. There is common agreement that one area offers opportunities and still needs further research and 


investigation, namely phenomenology. Having outlined the accomplishments stemming from the strength of the standard 
scientific model, | would like to provide a critical analysis to illuminate some flaws in the model and skew conventional thinking. 


CONTEMPORARY SCIENTIFIC MODEL FOR SCHIZOPHRENIA 


FLAW # 1 — DICHTOMY RESULTING FROM ZERO DIRECT ACCESS TO THE DATA 


Inherent in comprehension of schizophrenia and other psychoses, a dichotomy has appeared contrasting clinical understanding 
of schizophrenia and psychoses, and the facts describing the conditions as revealed by (the only) people who have first-hand 
access to the data (symptomology). This dichotomy can be empirically measured to reveal the extent of the flaw, and it’s 
importance and impact on the power of current clinical understanding. 


Specifically, schizophrenia practitioners have nothing other than summary verbal testimonial reports of unhealthy individuals, 
who by virtue of their illness, are arguably the most unreliable sources of extremely complex and nuanced subjective and 
anomalous irregularities of perception. In contrast, oncologists do have direct access to ‘the data’ (the symptoms) of cancer, 
through biopsies, blood pathology, imaging and scanning etc. This is first hand, direct access to the symptomatical data. 


Zero availability and zero direct access to the data results in two problems. Firstly, the provision of information alluding to the 
characteristics and intensity of the symptoms strictly limits the clinician to nothing but 100% here-say. Here-say is notorious for 
inherent inaccuracies and unreliable qualities, that render it unacceptable and inadmissible in the law courts. Secondly, there 
are negative and positive symptoms, and the positive symptoms have complex and bizarre qualities that are very difficult to 
describe. This may cause the doctor to ask whether particular symptoms exist for the patient, which is “putting words in 
people’s mouths”. The result is a recycled pro-forma understanding of this particular patients symptoms. It should also be noted 
that the negative valence of positive symptoms can be humiliating, so describing them can be humiliating and difficult. 


The net effect this above flaws is that clinicians may virtually ignore the prevalence, amplitude, frequency, and details of this 
patients personal subjective first hand exposure to their symptoms. 


FAILURE TO ADEQUATELY ASSESS (FIRST-HAND) SYMPTOMS 


There is a medical flaw in the specialised treatment of schizophrenia type illnesses that weakens the scientific model. It is 
fundamental for the doctor conducting his medicine to pay close detailed attention familiarising himself with the patient’s front 
line symptoms. But for diseases involving AVH’s, it is common that a subject meet with their psychiatrist once per month or less, 
and so if the subject hallucinates (audibly) for 8 hours per day, then they will have experienced 30 days times 8 hours per day of 
AVH’s, which is, in total, 240 hours of hallucinations they need to describe. 


Imagine attempting to summarise 240 hours of television viewing, or 240 hours of university lectures, into a two minute 
summary; it would be impossible to properly convey sufficient information to avoid omitting something important 
diagnostically. Reason urges that an attempt to condense this much information into a two minute summary will likely result in 
the omission of salient features and themes present in the dialogue data. However this miscarriage primarily applies to speaking 
or describing the AVH data. Currently there is virtually zero science centered on phenomenological data. 


The Prima Facie Model will rapidly facilitate development of methodologies and tools can disambiguate, operationalise and 
analyse qualitative data, and transduce it into quantitative data suitable for firm and complex statistical analysis. Please refer to 
the subsequent document “The Prima Facie Model”. 


ZERO PROPENSITY FOR CONFIRMATION VIA SCIENTIFIC EXPERIMENTATION 


Psychiatrists and to a lesser extent psychologists are “experts in training”. They are contrasted to “experts in experience”, 
especially meaning they are not experts in hallucinations and other bizarre subjective phenomena that defines schizophrenia 


and related disorders. The expertise and authority of psychiatrists and psychologists stems entirely from deductive reasoning 
and scientific research, but not from neuroscience, and certainly not from first hand access to the data. Utilising a modus ponens 
argument: if there is no measureable stimuli, then it is an hallucination. However this is not but it is not encapsulated, thorough 
or immutable. It is more correct to assert: if there is no measureable stimuli, then there can be no perception of one. More 
importantly: if there is a perception, there must necessarily be a measureable stimuli. 


Obviously this reasoning is not extremely robust. Alternatively, using modus tollens reasoning: if there is no measureable 
stimuli, there can be no perception. Without these predicate antecedents being true, it is not prudent to further conclude 
anything based on the relationship between absence of measureable stimuli and constructs of perception. It is deemed to be an 
illusion when there is a false or faulty perception, and an hallucination when there is a perception in the absence of any 
measureable stimuli. 


Blanke, Pozeg, Hara et a/ (2014) report that “Our findings ...highlight the subtle balance of brain mechanisms that generate the 
experience of “self” and “other,” and advance the understanding of the brain mechanisms responsible for hallucinations in 
schizophrenia.” This is done without regard to measureable stimuli. The point | am asserting is that the science of hallucinations 
is not certain and strongly founded. 


The diagram below conceptualises the current scientific model applied to schizophrenia and associated psychoses. The arrow 
has been included to identify a stage of process where there is remarkable and noteworthy incongruence between the data of 
schizophrenia etc (that has only recently become serendipitously sufficiently available and measureable), and the erudition and 
position held by specialist medical scientists and clinicians. 


An interesting adjunct discord has emerged between those who have direct access to sufficient and extreme quantities of the 
data, and clinicians and medical scientists who have only research derived constructs of knowledge detailing primarily subjective 
data. from individuals who they consider to be the least reliable sources of information in the community. 
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The diagram below isolates a flaw or incongruence in the scientific model when applied to schizophrenia. The arrow indicates 
the region of incongruence between those who have direct access to the data, as per their testimonies on the mental health 
forums, and those clinicians who rely on second hand descriptions of the data from individuals who they consider to be the least 
reliable sources of information in the community. 


| do not wish to dispute the evidence acquired through MRI ,fMRI, PET and potentially EEG apparatus. However, it is possible to 
provide an ideological account that supports the alternative model of understanding outlined below. 


1) PRIMA FACIE MODEL 


If one reads at length the mental health forums that provide an opportunity for sharing, interaction and solace for those people 
who live with the experience of hearing voices, there is abundant evidence to support the assertions this brief essay makes. As 
an active participant in both the forums and the diagnoses, | would like to venture to suggest an opportunity for alternative 
appraisal that is scientifically strong and rigorous of what the participants write and discuss in the online forums and also the 
very effective and popular Hearing Voices Groups, that convene around the English speaking world, and perhaps the entire 
world. 
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There are to me, three glaring facts relating to the rigour and quality of the science that assesses the validity and plausibility of 
the phenomenological accounts provided by patients. 


Firstly, | believe that it is important not to disregard the fact that there is a dichotomy that exists between the patients and the 
clinicians. When, on occasion, the clinician enquires of the patient information relating what the patient is hearing with regards 
to the voices, that is, the verbal auditory hallucinations modality, there is nearly always a complete schism between the beliefs, 
ideas and opinions regarding origins postulated by the subject, and the scientifically sensible interpretation provided upon 
reflection in the response of the clinician. This schism is clearly evident in the posts on the WWW forums. 


Unfortunately this second model is also flawed. It has its roots in psychosocial treatment and relies heavily on “engagement” as 
an investigative tool. The Prima Facie Framework will be immediately unacceptable and probably outrageous to professional 
scientists, but in the interests of comprehensive completeness and exhaustiveness, it needs to be postulated and published. 


Towards the end of this work, | am briefly going to argue the benefits stemming from an implementation of this Prima Facie 
model of understanding. This will comprise a brief statement of pre-existing evidence in support of the model, and how through 
phenomenology can be utilised to improve our treatment and understanding of schizophrenia. 


Not only does this disease feature social isolation as a first rank symptom, the isolation includes a disparity between clinician 
and patient, leaving the patient without any feeling that anyone at all understands their circumstances, and how personal, 
hateful and vindictive the AVH’s are. This is why the Hearing Voices Groups around the world achieve good results for 
participants. 


Another reason for publishing an alternative for the conventional, pragmatic scientific framework is that this second framework 
has in my own case proven to yield an exceptionally efficacious management technique, in addition to providing a complete, 
unusual and strong perspective of the entirety of all phenomenological symptoms. And it must be remembered that it is the 
interpersonal characteristics of the phenomena, the hurtful and hateful ‘bullying’ of the symptoms, that results in such a high 
suicide rate. 


FIRST HAND DATA ACCESS (NOT HERE-SAY) 


The final omission from the strength and quality of the science underpinning our contemporary perspective of what is agreed to 
be a perplexing and mysterious health issue, featuring debated and hypothesised aetiology, is the near binary dichotomy that 
exists between the convergence and consistency of opinions expressed by the contributors to the online forums, and the 
opinions (that are merely hypotheses, and potentially supposition) held and conveyed by the treatment providers. | have not yet 
found an opportunity to statistically measure the strength of what the divergence | am elucidating, but | will attempt to do soin 
the future. My suggestion is that whenever there is first hand exposure to the front line symptoms of schizophrenia, namely, 
AVH’s, the tends to be an explanation involving novel or entirely non-existent beings or forms. 


This belief or opinion is usually further qualified by statements attesting to names, agency, working in shifts, personalities, 
personally held and stated views and opinions, related perspectives, and other interpersonal and personal idiosyncrasies that 
characterise the voices. And very often, the conclusion of the subject involves the deployment of words such as demons, ghosts, 
beings, telepathy, and so on. My point relates to the degree and extent of the dichotomy; it is nearly 85% or better. First hand 
exposure to the phenomena (notwithstanding obviously confounding but salient factors such as age, scientific background and 
understanding, worldly experience, wisdom, and secondary research knowledge and exposure) nearly always results in the 
subjects forming and expressing consistently unworldly explanations, and the moderators and clinicians holding, forming, and 
urging non-personified hallucination based opinions. Now | appreciate that this is an unpalatable and obvious polarisation of 
viewpoints, but the feature that denies my dispelling of this binary state of opinion, is that there is in the end such extensive 
uncertainty and hypothesising about causality and aetiology. 


CRITICAL IMPORTANCE OF SYMPTOMS 


A detailed evaluation of the science regarding phenomenological explanation reveals a lack of empirical robustness, and offers 
in the abstracts and summaries an acknowledgement of lack of insight. “Understanding of the variation in subjective 
experiences of hallucination is central to psychiatry, yet systematic empirical research on the phenomenology of auditory 
hallucinations remains scarce.” There is such a diversity and spread in attempts to glean causality (of AVH’s) that | suggest that in 
the lack of empirical insight, there is a void filled by supposition. The result is that | am not ready to dismiss the evidence of the 
strength of the dichotomy between individuals reporting the first hand encounters with the phenomena, and those who are not 
to be faulted for well-meaning and the best, most honourable undertakings, but who to exclusion only have second hand, poor 
quality exposure to the dialogue and phenomenal experiences. 


OPPORTUNITY FOR META-ANALYSIS 


Conclusion 


It should be explicitly stated that | am not protesting or disputing any of the research or science is incorrect or anything less than 
outstanding, life-saving, and of the highest quality. Especially regarding achieved insight and understanding of causality. What 
we have learnt so far is nothing short of brilliant, and of the highest, impeccable standard. No, | offer this alternative perspective 
out of a wish for identity and acceptance, for patients suffering the most heart-breaking, isolating and cruel mental health 
condition. 


This work does not purport to offer a serious alternative to conventional wisdom and understanding. It intends to elucidate a 
couple of anomalies in the quality of the science that necessarily excludes unworldly explanations. This is done in part to provide 
a ‘sympathetic ear’ to the reports and testimonials of the subjects who can only find understanding in esoteric forums, and 
online venues that act like a 12 steps program, where only other initiates can appreciate and relate to the postings made by 
others having the same diagnoses. 


There is no intention of hoping or wishing for support from established clinicians and front line health care professionals for the 
alternative model | shall describe. But these same professionals will without hesitation agree that for a serious, lethal and 
debilitating illness that presents such bizarre and vivid symptoms as schizophrenia does, the front line health care is best 
wishing, and the only acclaimed experts are the patients themselves. It is because of the difficulty, near impossibility, of 
expertise with the symptoms, that health care providers must maintain vigilance against malingering. 


There is an obvious, unarguably correct foundation that underpinning the current paradigm of treating schizophrenia. There is 
proper obedience to the prohibition and exclusion of superstitious explanations to account for the bizarre but consistent 
phenomena experienced as symptoms, which also comprise the defining elements of a schizophrenia diagnosis. The negative 
valence of the aberrations and sensorial anomalies across various modalities are the delineating characteristic that distinguishes 
the 1% of subjects who present to clinicians for treatment, in contrast to the other 16/17% who do not. There is properly no 
entertainment of any explanations of positive symptoms that involve form or agency, though these are commonly offered by 
patients in an attempt to account for the prominent features of the psychopathological subjective experiences prevalent in this 
disease. The DSM V outlines criterion for a diagnosis of schizophrenia as including..delusions...and hallucinations...(Hurley, 2018). 


Despite absolutely zero evidence being accrued, Radfort (2017) indicates in Live Science that in “2013 Harris Poll found that 43 
percent of Americans believe in ghosts.” 


The Prima Facie Framework has at its foundation a reverence and veneration of phenomenology. It provides esteem to the 
patient, and though it is easy to criticise, it yields valuable results. | will identify how this Framework can be utilised despite its 
limitations, and how it improves life quality factors identified by cited research as pivotal to wellbeing for patients with 
schizophrenia. 
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0) Audiotapes were transcribed and were processed using the grounded theory-based approach of “coding consensus, co- 
occurrence, and comparison” described by Dennis et al.26 Transcripts were independently coded by 2 coders (S.S. and C.D.) 
to this desacribes“ https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3283145 


1a) too much of this phenom shit https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4998935/ 


1) This article provides tables of what schizo’s suffer with, as per Reliability of the BSABS 
https://www.karger.com/Article/PDF/106311 


2) Again, as above: https://www.researchgate.net/publication/7583892 EASE-scale Examination of Anomalous Self- 
Experience 


3) https://www.ncbi.nim.nih.gov/pmc/articles/PMC5764292/ beliefs about voices 


4) https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3984518/ claims schizo is a disorder of the self... (compare as a 


function of (1) above) 


The following talks about primary / secondary symptoms, but as yet | have not located powerful research 
thatdemosytrates any recording or meausurement of any sympaoms at all 

5) “Studies of first-episode patients hopefully get closer to primary symptoms, so the lack of diagnostic differences in 
symptomatology in the present study raises further questions about a fine categorical distinction between affective and 
nonaffective psychotic disorders.” https://www.google.com.au/search?num=20&rlz=1C1CHBF_en- 
GBAU808AU809&ei=54sJXOXaEoiz9QPprYSgDg&q=treatment+diagnosistphenomenology+measurement+schizophreni 
at+psychosistsymptoms+mortality&oq=treatment+diagnosistphenomenology+measurement+schizophreniatpsychosis 
+symptoms+mortality&gs_l=psy-ab.3...23320.31437..31807...1.0..1.1523.11986.5-6j5j2j1......0....1..gws- 
WiZ...... 0171j33i10.my_SUf1fJrE 
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Reality 
Submitted by jessarenella on Mon, 08/20/2012 


To say that the voices are real is to grant legitimacy to the person's subjective experience. | hope this example clarifies what | 
mean: 


When a patient goes to a doctor for knee pain, the doctor acknowledges that experience as real and makes inquiries about the 
type of pain, when it started, what makes it feel worse/better, etc. The doctor doesn't say, "The pain doesn't exist" or "I've 
examined your knee and | don't see any evidence of pain." Even if the doctor takes an MRI of the knee and there is no structural 
damage, the doctor would work with the patient to find another explanation for the pain before saying "The pain isn't real and 
the sooner you accept this the quicker you will get better." 


Jessica Arenella 
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“must not underestimate the many ways stress can affect one.No shame in that.Also,i do know RV and telepathy are fact,not 
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If you browse the freely published testimonials of especially young individuals struggling with AVH, and listen to the 
schizophrenia voices simulations on YouTube, it becomes evident that the hostility and the negative emotional valence of the 
symptoms (phenomenology) is unambiguously contemptuous. The content of these hallucinations is sometimes claimed to be 
indicative of underlying mental anomalies, however | strongly protest that they must be assessed at face value, and as such are 
unambiguously hateful, and would obviously lead to suicide. The AVH symptomology is similar to internet trolling, or schoolyard 
bullying. 


There is a paucity of research that utilises empirical analysis of qualitative data. This is paramount because direct transcriptions 
of AVHs are qualitative evidence Employing Al, NLP or machine learning, a set of designations of numerals could be 
systematically applied to any qualitative corpus (namely a record / transcription of AVH symptoms) to provide statistical 
measures. Data converted this way could provide new diagnostic opportunities and indicate AVH propensity for lethality. 


The contention that leads to conflict is the significance and directness suitably applied to the data that is the symptoms. There is 
considerable weight apportioned to residuals of analysis (for confoundedness, co-efficiency or salience etc) that suggest that 
there is a propensity for hidden, obscure deeper meaning to the paucity of properly recorded data available. 


